Bowen's disease (BD) is an in situ form of squamous cell carcinoma (SCC), often occurring in the chronically UV-damaged skin of elderly people. The risk of progression of BD to invasive SCC varies between 3% and 5%, and one-third of invasive tumors may metastasize. Herein we discuss the dermatoscopic findings of a case of giant Bowen's disease, which progressed to poorly differentiated invasive SCC.
Introduction
Bowen's disease (BD) is an in situ variant of cutaneous squamous cell carcinoma (SCC). Etiological factors for BD include ultraviolet radiation (solar, iatrogenic and sunbeds) [1, 2] , radiotherapy, carcinogens (arsenic), immunosuppression [3, 4] , and infection with human papillomavirus [5] [6] [7] . Histopathologically it is characterized by abnormal and pleomorphic keratinocytes that in the precursor stages involve only the lower part of the epidermis and, in time, with progression to BD, the full thickness of it. Dermatoscopic criteria have been described for pigmented and non-pigmented BD, actinic keratosis (AK) and superficial forms of SCC [8] [9] [10] . A recent study has focused on a progression model of actinic keratosis and intraepidermal carcinomas to invasive carcinoma but was limited to facial cases [10] .
Case report
A 44-year-old male presented with a 10-year history of a 35x25 cm erythematous hyperkeratotic, crusted, and ulcer- Figure 4 ). There were no cytopathic changes compatible with human papillomavirus infection. The patient's arsenic level was found to be elevated on blood analysis.
Thoracic-abdominal-pelvic computed tomography did not show any metastasis. The lesion was totally excised with safe surgical margins and split-thickness skin grafting was performed in the plastic surgery department.
Discussion
Bowen's disease (BD) can be considered a low-grade form of SCC, with the majority of studies reporting the risk of progression to SCC at 3-5% [12, 13] . Despite the low incidence of malignant progression, BD has significant consequences since The peripheral parts showed a linear arrangement of gray dots and coiled vessels without prominent white circles and ulceration ( Figure 3 ).
The diameter of the coiled vessels on the central part was larger in size than seen in the periphery. In addition, red and white structureless areas were distributed throughout the approximately 20% of the tumors that develop into SCC will eventually become metastatic [12] . Therefore, patients with BD should be diagnosed and treated as early as possible.
Dermatoscopy is considered a helpful and non-invasive [10] . In this model, those AK that progress to increasing atypia tend to display vessels around follicles that become dotted (or coiled on higher magnification), then as the lesion develops into SCC in situ the dotted/coiled vessels appear to enlarge, become more convoluted and clustered, and the follicles in that area appear to miniaturize and disappear eventually forming the discrete whitish, opaque scaly areas. With progression of BD to invasive SCC, looped and/ or linear irregular vessels will appear, and a central mass of keratin forms and ulceration may occur [10] . White circles, keratin, and blood spots were the strongest features associated with the diagnosis of SCC in a recent study by Rosendahl et al [14] . Especially, white circles were useful clues to differentiate SCC and keratoacanthoma from other raised nonpigmented skin lesions by dermatoscopy. White circle is a new dermatoscopic criterion, represented by white circles centered around a dilated infundibulum filled with a keratin plug that is visible as a yellow or an orange clod on dermatoscopy.
White circles correspond to acanthosis and hypergranulosis
